Much of my working life has been spent as a midwife where I gradually became aware of authority/subordinate relationships within the workplace. As a practitioner these were part of everyday working life. It became clear to me that authority structures impose restrictions within the working environment that inevitably on occasion inhibit midwives from providing the woman-centred care that is directed by social policy documents.1 , 2 , 3 The rhetoric of 'woman-centred care' is difficult to achieve in a hierarchy that appoints people to positions of authority. Once in position, authority has the power to redefine norms and objectives 4 , which may conflict with what a woman wants from her personal birth experience.
defined by rules, may come into conflict with a practitioner's view of what is or is not appropriate.
The clear fact that hospital authority reinforces acquiescence of midwives whilst simultaneously advocating woman-centred care, causes conflict for midwives. The situation creates contradiction between the midwife's demands to follow Rule 6 of the Midwives Rules and Standards 19 which prescribes woman-centred care or to follow the direction from a senior midwife, unless per chance they both happen to be in agreement. In essence, the midwife is a link in the hierarchical chain of command that the organisation reinforces, with both senior and junior midwife encountering constraints presented by those in authority.
I also found that the vast majority of midwives (95%) held positive attitudes towards providing womancentred care. However, many gave details of factors that controlled the agenda of options that were actually available. Three main categories were apparent: (1) the imposition of hospital policies, (2) hierarchical control, and (3) fear of consequences of challenging a senior person.
The following excerpt illustrates one par ticular midwife's perception that she was obligated to follow guidelines and policies:
'If the policy says one birth partner, I must go along with that'.
One midwife expressed feelings of subordination. Clearly, she perceived that she had no choice but to follow 'guidelines' and 'policies'. Many of the midwives remarked that they perceived their role as subordinate within the hierarchy. In essence, the midwives' own limited choices regulate what they can provide to childbearing women:
'I would not say that I wouldn't do it, because someone senior has asked me to (cardiotocography).'
Some of the midwives claimed that they conformed, not because they agreed with what was suggested, but instead to avoid the retribution that might result from their disobedience. Such acquiescence could be interpreted as perceived necessary agreement:
'I am not sure, it depends who it is. Some of them (senior staff) get difficult with you if you don't do as they say.'
Consequently, when trying to facilitate childbearing women with making an informed choice, midwives try to balance the expressed needs of the woman, the procedures and policies of the organisation they (the midwives) work for, and their own personal and professional needs.
The paradox is that obedience and conformity are essential for effective functioning of maternity hospitals. When in doubt, it is crucial that the midwife obtains suitable advice and follows guidance that is Senior hospital staff could be made unambiguously accountable for direction that they give, which should include the preference of the childbearing woman to whom it relates. Clearly the question arises as to how this may be done. If the senior member of staff wants a task under taken that ignores input from the childbearing woman, that individual must have the integrity to tell the junior midwife during the decisionmaking process that this is the case. If the decision excludes the childbearing woman from having a choice about the care she is to receive, the commissioning senior person should admit that this is so. This would allow the junior midwife to know the truth before electing to acquiesce. If the junior midwife then proceeds to submit to the senior person's point of view, they would also quite clearly be responsible for the decision to exclude the woman from the decisionmaking process. Some form of documentation could be designed to accommodate this process.
Essentially midwives want to support women's choices but are being asked to do two things: (1) know their place within the hierarchy, which involves following the prescribed rules, protocols and directives from senior staff. At the same time they are asked to (2) provide choice and control to childbearing women. On occasion these two obligations clash.
